Job stress and burnout are highly prevalent in healthcare professionals, and nurses in particular. Given its deleterious consequences not only for professionals' well-being but also for patients and organizations, it is important to have adequate measures to assess professional quality of life.
Introduction
Job stress and burnout are common in healthcare professionals (e.g., McCray, Cronholm, Bogner, Gallo, & Neill, 2008) and prevalence in nurses can be as high as 40% (Dominguez-Gomez & Rutledge, 2009; Sermeus et al., 2011; Vahey, Aiken, Sloane, Clarke, & Vargas, 2004) . Although there are few studies in Portugal exploring burnout and work-related stress in nurses, a recent study with a large representative sample of Portuguese nurses concluded that the majority of nurses (49.4%) presented high levels of burnout (Marôco et al., 2016) . These results are in accordance with a previous study with a large sample of Portuguese nurses (Jesus, Pinto, Fronteira, & Mendes, 2014 ).
Burnout has been described as a form of job stress characterized by emotional exhaustion, depersonalization, and reduced personal accomplishment (Maslach et al., 2001 ).
Several studies reported that stress and burnout in healthcare professionals are associated with several physical and mental health problems, such as such as fatigue, insomnia, hypertension, depression, anxiety, and low self-esteem (e.g., Maslach, Schaufeli, & Leiter, 2001; Schulz et al., 2011) . Burnout also decreases professional effectiveness and has been associated with suboptimal patient care (Shanafelt, Bradley, Wipf, & Back, 2002) , and self-reported medical errors (West et al., 2006) . In addition to objective errors in care, burnout may impact on the relationship with patients (Ratanawongsa et al., 2008) . Burnout has been associated with decreased patient satisfaction, suboptimal self-reported patient care, and longer patientreported recovery times (Shanafelt et al., 2002; Vahey et al., 2004) .
In recent years, the term compassion fatigue has emerged in the literature to describe a related but different condition specific to professionals in helping contexts (healthcare professionals, teachers, police officers), who are in direct contact with the suffering of others (Figley, 1995) . Compassion fatigue has been used interchangeably with secondary traumatic stress and vicarious trauma, because it is used to describe secondary stress reactions (e.g., re- 4 experiencing the traumatic events, emotional numbness and avoidance of reminders, and persistent arousal) related to the provision of care to people who experienced some form of trauma or severe stress (Figley, 1995; Stamm, 2010) . Given the nature of their work, nurses are particularly vulnerable to develop compassion fatigue (Joinson, 1992; Sorenson, Bolick, Wright, & Hamilton, 2016) . Also less studied in the literature is the opposite end of job burnout and compassion fatigue, that is, the experience of fulfillment and satisfaction resulting from the work of caring for others, also known as compassion satisfaction (Stamm, 2010 ).
Professional Quality of Life in nurses
Having in mind these different dimensions of quality of life, Stamm (2005) developed the Professional Quality of Life Scale (ProQOL), which is now in its 5 th version (Stamm, 2009 ). The ProQOL-5 was designed to assess professional quality of life, which is defined as the perceived quality regarding one's work as a helper (Stamm, 2010 Despite being a relatively recent instrument, the ProQOL-5 is the most commonly used measure of the positive and negative effects of working with people who have experienced extremely stressful events, and has been used across different samples such as mental health caregivers (Sprang, Clark, & Whitt-Woosley, 2007) , nurses (Hunsaker, Chen, Maughan, & Heaston, 2015) , social workers (Bloomquist, Wood, Friedmeyer-Trainor, & Kim, 2016) , volunteers working with trauma victims (Avieli, Ben-David, & Levy, 2015) , and
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therapists working with traumatized patients (Sodeke-Gregson, Holttum, & Billings, 2013) .
Recent studies have shown appropriate estimates of reliability of the ProQOL-5 in samples from different countries, such as Spain (Galiana, Arena, Oliver, Sansó, & Benito, 2017) , Brazil (Galiana et al., 2017) , Latvia (Circenis, Millere, & Deklava, 2013) , China (Wu, Zhang, Yang, & Xu, 2014) , Italy (Palestini, Prati, Pietrantoni, & Cicognani, 2009 ), Japan (Fukumori, Goto, Sato, & Sakamoto, 2016) , and Israel (Samson, Iecovich, & Schvartzman, 2016) .
Notwithstanding its wide use, there are few studies exploring the factorial structure of the scale. One published study using a sample of Italian accident and emergency workers provided a contribution for the factorial validity of the scale (Palestini et al., 2009 ). The results confirmed the validity of a revised version of the original tool, developed taking into account the results of confirmatory factor analyses and a detailed analysis of the content of the items. Also, a recent cross-cultural study with palliative care professionals from Spain and Brazil (Galiana et al., 2017) found evidence for overall psychometric appropriateness in both samples (e.g., adequate overall model fit and internal consistency).
Studies using the ProQOL questionnaire suggest that greater professional quality of life (more compassion satisfaction, and less burnout and compassion fatigue) is related to less depression and anxiety (e.g., Hegney et al., 2014; Yadollahi, Razmjooei, Jamali, Niakan, & Ghahramani, 2016) , negative affect (e.g., Hegney, Rees, Eley, Osseiran-Moisson, & Francis, 2015; Zeidner, Hadar, Matthews, & Roberts, 2013) , and perceived stress (e.g., Amin, Vankar, Nimbalkar, & Phatak, 2015) , and greater general psychological and physical well-being (e.g., Mullira & Ssendikadiwa, 2016; Yadollahi et al., 2016) , psychological resilience (Hegney et al., 2015) , emotional intelligence, adaptive coping (Zeidner et al., 2013) , mindfulness (e. g., Thomas & Otis, 2010) , self-compassion (e.g., Duarte, Pinto-Gouveia, & Cruz, 2016) , and empathy (e.g., Duarte et al., 2016; Gleichgerrcht & Decety, 2013 .
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The cultural adaption and validation study of the Portuguese version of the ProQOL-5
was conducted in a sample of 73 palliative caregivers (Carvalho, 2011) . Despite being a preliminary contribution to the validation of the ProQOL to the Portuguese population, the sample used was small, specific to a palliative setting, and included several healthcare professions, such as physicians, nurses, and psychologists. Also, a detailed exploration of the factorial structure of the scale was not conducted.
This study
The aim of this study was to contribute to the validation of the Portuguese version of the ProQOL-5, using a sample of nurses. Specifically, we aimed to explore and confirm the factorial validity of the scale, given the scarcity of studies published thus far. We also aimed to explore possible differences in the ProQOL scores according to several sociodemographic and work-related variables.
Methods

Participants and Procedures
A total of 390 registered nurses from public hospitals participated in the study. This sample had a mean age of 38.58 years (SD = 9.10), ranging between 22 and 60 years of age; the majority of participants were female (n = 332; 87.60%) and married (n = 202; 53.40%).
Also, the mean years of schooling was 15.66 (SD = 2.22). Participants practiced nursing in several fields, namely oncology (n = 141; 36.20%), surgery (n = 65; 16.70%), internal medicine (n = 59; 15.50%), pediatrics (n = 32; 8.20%), palliative care (n = 20; 5.10%), emergency room (n = 14; 3.60%), psychiatry (n = 10; 2.60%), outpatient (n = 8; 2.10%), family medicine (n = 7; 1.80%), intensive care (n = 4; 1.00%), continuity care (n = 2; 0.50%), and other (n = 19; 4.90%). Nurses had on average 15.62 (SD = 9.09) years of practice.
Participants were recruited from five public hospitals from Portugal's north and center regions, during 2014 and 2015. After approval of hospitals' ethics committee, department chief nurses were directly contacted by the researcher who explained the study aims and the importance of participation. Department chief nurses were asked to present the study to the nurses in their services and to deliver the questionnaire pack to those who agreed to participate. The questionnaires were preceded by a page informing about the study aims, the importance of participation, and confidentiality. In line with the ethical requirements, it was emphasized that participants' cooperation was voluntary and that their answers were confidential and would be used only for the purpose of this study. All participants provided their written informed consent. The Code of Ethics of the World Medical Association (Declaration of Helsinki) for experiments involving humans was followed.
Measures
The Validity and reliability of this scale across different samples has been well established (e.g., Lovibond & Lovibond, 1995; Pais-Ribeiro et al., 2004) . Subscale scores were computed by calculating the sum of subscale item responses, and higher scores indicate higher levels of psychological symptoms.
Results
Confirmatory Factor Analysis
A Confirmatory Factor Analysis (CFA) was conducted to test the factorial structure of the ProQOL-5. Specifically, we used structural equation modelling with the maximum likelihood estimation method. An evaluation of skewness (Sk) and kurtosis (Ku) was conducted to assess the assumption of normality of the items. There were no serious deviations from normality. To check for possible multidimensional outliers, the quadratic Mahalanobis distance (MD 2 ) was used. Some outliers were identified; however, their removal did not change model fit, so these were included in the database.
The models' global adjustment was assessed through the following fit statistics:
normed chi-square (χ2/degrees of freedom, df), Tucker-Lewis index (TLI), comparative fit index (CFI) and root mean square error of approximation (RMSEA). A very good fit is obtained when the χ2/df is 2 or lower, the CFI, and TLI are 0.90 or higher and the RMSEA is 0.10 or lower (Marôco, 2010) . To compare the relative fit of the competing models, the Akaike information criterion (AIC) and the expected cross-validation index (ECVI) were used. The model with the smallest AIC and ECVI has the better fit (Marôco, 2010 ).
The first model tested (Model 1) was equivalent to the original factorial structure of the ProQOL-5 as proposed by the authors. As suggested in Table 1 , this model presented a poor fit to the data. Taking into account the factor loadings of each item on the respective subscale (Table 1) , as a next step we removed the items with standardized factor loadings < In sum, results from the CFA suggest that the revised version of the ProQOL-5 is superior to the original 30-item version. However, given this is the first study to explore its factorial validity in a Portuguese sample, subsequent analyses were conducted with the original factor structure of the scale so results can be compared with previous studies.
Scores across demographic categories
There was a significant difference between male and female nurses on 
Scores across nursing specialty and work context
We were also interested in exploring the distribution of Compassion Satisfaction, Burnout, and Compassion Fatigue scores across nursing specialties. We conducted a one-way analysis of variance to explore whether levels of professional quality of life dimensions differed across nursing specialties. Results from this analysis suggested that there were no differences across specialties on levels of Compassion Satisfaction (F 11, 380 = 1.29, p = .229), Burnout (F 11, 380 = 1.14, p = .331), and Compassion Fatigue (F 11, 380 = 1.54, p = .116).
However, post-hoc analysis using Fisher's LSD test revealed several statistically significant differences (p < .05). For Compassion Satisfaction, we found that oncology nurse scored Figures 1 and 2 show the percentage of nurses with low, medium, and high scores of burnout and compassion fatigue for each nursing specialty. Participants were classified into low, medium, and high for each sub-subscale of the ProQOL-5 based on the cut scores for the th , 50 th , and 75 th percentile (Stamm, 2010) . It should be taken into account that some specialties are underrepresented and thus these results should be interpreted with caution.
Finally, we also explored differences in professional quality of life between the two major categories of work places represented in our sample, namely general hospitals (n = 
Discussion
This study represents the first attempt to explore the factorial structure and psychometric properties of the ProQOL-5 in a sample of Portuguese nurses. In addition, we also explored the relationship between professional quality of life and several demographic variables, such as age and gender, and work-related variables, such as years of practice, nursing specialty, and hospital affiliation.
Confirmatory Factor Analysis suggested that the three-factor structure of the ProQOL-5 originally proposed presented a poor fit to our data, with some problematic items.
Specifically, positively worded items originally from the Burnout scale presented low factor loadings, and were thus excluded from the scale. It has been suggested that the use of positively-and negatively-worded items may introduce systematic measurement errors that disrupt analyses and interpretations of the results (e.g., Horan, DiStefano, & Motl, 2003) .
Also, an analysis of the content of such items suggests they may not be specific of burnout but have a more general meaning and thus may not aggregate with the other items of the Burnout scale. One item from the Compassion Satisfaction scale was also eliminated based on low factor loadings. Regarding the Compassion Fatigue scale, five items were also excluded based on low factor loadings. An analysis of the content of some of the items suggests that they may not be specific to Compassion Fatigue. For example, item 2 refers to the preoccupation regarding the recipients of help. However, it may be that preoccupation is not in the negative sense, but instead represents a positive aspect of concern and interest for the patients. In contrast, the items that presented higher factor loadings are more clearly related to
Compassion Fatigue associated symptoms (e.g., being affected by traumatic experiences related to helping, hyperarousal, intrusive thoughts and feelings related to the traumatic experience, avoidance of reminders of the traumatic experience…).
In addition, two items that originally belonged to one scale were moved based on theoretical and statistical considerations. Specifically, item 8, which originally belonged to the Burnout scale was moved to the Compassion Fatigue scale. An analysis of the content of this item suggested that it may reflect a symptom of compassion fatigue rather than burnout. Item 11, which originally belonged to the Burnout scale was moved to the Compassion Fatigue scale. Again, a close examination of its content suggested that this item seems to more appropriately reflect burnout as it expresses a sense of continuous 'wear and tear,' and not so much a consequence of secondary exposure to a traumatic event.
Results The separation between the Burnout and Compassion Fatigue factors was also sustained by our results. Correlation analysis suggested that the two constructs only shared
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28% of the variance. This result is slightly lower that the one found in the previous study of the Portuguese version of the ProQOL-5 (30%; Carvalho, 2011) , and lower than the one found in a previous meta-analysis (48%; Cieslak et al., 2014) .
In the present sample, there were significant differences between female and male nurses in Compassion Satisfaction scores, but not in Burnout or Compassion Fatigue.
Research has produced mixed results regarding the role of gender on professional quality of life. In a recent meta-analysis, women exhibit more burnout than men (Purvanova & Muros, 2010) , which was not found in the present study. Results for nurses in particular also seem to suggest more burnout (specifically emotional exhaustion) in women (Innstrand, Langballe, Falkum, & Aasland, 2011) . Regarding studies that used the ProQOL-5, results from a large data bank found no significant differences across gender (Stamm, 2010) , and a recent study found that men scored higher in Compassion Satisfaction, although with small effect sizes (Gleichgerrcht & Decety, 2013) . We also failed to find an association between age and professional quality of life, a result consistent with some studies using the ProQOL (e.g., Stamm, 2010) but not others (e.g., Palestini et al., 2009 ).
The result that professional experience was not associated with professional quality of life is consistent with previous findings (Gleichgerrcht & Decety, 2013; Potter et al., 2010; Stamm, 2010) . However, we found that more time in the current position was associated with greater levels of Burnout, which was not found in a previous study (Vargas, Cañadas, Aguayo, Fernández, & De la Fuente, 2014) . Regarding other work-related variables, results suggested that nurses working in an oncology hospital presented higher scores of Compassion Fatigue, but no differences in Burnout or Compassion Satisfaction were found. Oncology nursing is one of the areas most affected by occupational stress (e.g., Barnard, Street, & Love, 2006; Potter et al., 2010) . In addition to the well-documented stressors found in other areas (e.g., high workload, shift working), oncology nurses face additional challenges associated with the management of complex pathologies with poor prognosis, close and constant contact with patients who are in severe pain and approaching death, and difficult patient and family situations, which may put oncology nurses at greater risk of compassion fatigue (Najjar, there is a considerable overlap between burnout and depression and their distinction remains conceptually fragile (e.g., Bianchi, Schonfeld, & Laurent, 2015) . Also, although trauma and stress-related disorders are now separated from anxiety disorders in the DSM-V, until the DSM-IV-TR they were included under the same category (American Psychiatric Association, 2000 , reflecting a common underlying symptom structure.
Although this study reports promising findings, several limitations should be taken into account. Participants were mainly women, which limits the generalizability of the findings. However, the proportion of female and male nurses in our sample matches other international and national samples (e.g., Budden, Zhong, Moulton, & Cimiotti, 2013; Marôco et al., 2016) . In addition, we used a convenience sample of hospitals and nurses which, by being a nonprobability sampling method, may not adequately represent the population. Also, it was not possible to conduct several measurements in different time points in order to assess test-retest reliability. Finally, this study did not include other instruments to explore convergent and divergent validity.
In conclusion, results from this study provide preliminary support for the use of a revised version of the ProQOL-5 as a reliable measure to assess professional quality of life in
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nurses. This scale is particularly suited to use in nursing, and in healthcare in general, given the specificity of its items, that were developed taken into account the consequences that may result from working as care providers to others in need. Also, the fact that this scale comprises not only the negative but also the positive aspects associated with work gives a broader and more complete perspective of professional quality of life. This may be particularly important for research purposes and also for designing interventions to increase healthcare professionals' quality of life, that could aim not only to reduce burnout and compassion fatigue, but also promote a sense of satisfaction from the work of caring for others. 
